Introduction
============

The therapeutic alliance is a strong predictor of outcome in individual psychotherapy across diverse treatment orientations and modalities, and pathologies, whether the patients are adults[@b1-ahmt-1-045]--[@b5-ahmt-1-045] or adolescents.[@b6-ahmt-1-045]--[@b9-ahmt-1-045]

When it comes to psychotherapy with adolescents, several works highlight the need to establish an alliance with the adolescent patient right from the first steps of the consultation,[@b7-ahmt-1-045]--[@b10-ahmt-1-045] while other authors emphasize the importance of taking similar action with members of their families in the belief that, in order to deal with young patients, it is important to deal with their parents too,[@b11-ahmt-1-045]--[@b13-ahmt-1-045] particularly when young patients have behavioral disorders.[@b14-ahmt-1-045]--[@b16-ahmt-1-045]

To contextualize insight within the therapeutic alliance, if we consider the the therapeutic alliance as an interaction between two poles (the therapist and the patient, each with their own intrapersonal and interpersonal features) within a space defined by the setting, insight is one of the patient's intrapersonal characteristics. Insight is often the most commonly used concept to understand why people with mental illness do or do not follow treatment suggestions. This has been widely studied in relation to severe psychopathologies, including psychosis or mood disorders, mainly in adults.[@b17-ahmt-1-045],[@b18-ahmt-1-045] The majority of studies support the assumption that insight is associated with adherence during the treatment phase and correlates with better long-term functioning.[@b19-ahmt-1-045]

With regard to adolescent patients, some authors[@b20-ahmt-1-045],[@b21-ahmt-1-045] have stressed how important it is during consultation interviews to evaluate insight with a view to starting psychotherapeutic work. Motivated adolescents bring to the therapeutic effort a real, internalized request for help and they can start moving towards a change. Clinical practice shows that adolescents often resist feeling and manifesting the need for help. Even when their request for help is openly expressed, they are frequently still very distrustful of adults, so they strongly resist establishing a relationship of dependence with the psychotherapist, who is seen as an adult figure.[@b20-ahmt-1-045],[@b22-ahmt-1-045] Patient insight during therapeutic sessions has been much studied,[@b18-ahmt-1-045],[@b23-ahmt-1-045],[@b24-ahmt-1-045] whereas patient insight associated with the diagnostic process has attracted less attention in the scientific literature.[@b20-ahmt-1-045],[@b25-ahmt-1-045],[@b26-ahmt-1-045] Alongside the theory, there have been clinical experiences, and our past pilot study on the therapeutic compliance of adolescents[@b27-ahmt-1-045] showed that most adolescents did not follow the recommendation to undergo psychotherapy after the diagnostic process. Compliant and noncompliant adolescents differed in terms of the self-consciousness expressed during the diagnostic process. The more motivated adolescents started therapy, while most of the unmotivated adolescents did not.

These results and other findings in the literature showing that an early alliance has proved a better predictor of outcome than the alliance averaged across sessions or measured midway or late in the treatment process,[@b28-ahmt-1-045] that insight is one of the relevant factors affecting compliance and outcome,[@b19-ahmt-1-045],[@b29-ahmt-1-045] and that future research should address the complex interactions between interventions, a patient's level of functioning, helping alliance and outcome,[@b30-ahmt-1-045] and prompted us to consider some strategies to adopt in clinical practice to augment an adolescent's motivation to comply with the recommendations for therapy at the end of the diagnostic process. We devised a diagnostic protocol that pays particular attention to aspects related to the patient's insight when considering their psychiatric diagnosis and psychopathologic investigation.

Being aware of the complexity of the concept of insight and its evaluation, we agree with the approach taken by Markova and Berrios[@b31-ahmt-1-045] who developed the Insight Scale (IS), based on the hypothesis that insight can be seen as a subcategory of self-consciousness rather then as an independent aspect of the psychiatric disorder. This places the emphasis not only on a patient's awareness of their illness, but also on how much this influences their interaction with the environment. This is valid in general, but even more so in developmental age, when individuals are still dependent on adults, and can only be considered in terms of their relationship with the environment.

Methods
=======

Participants
------------

The study included 60 adolescents (38 males and 22 females) aged between 11 and 19 years, referred consecutively to our service over one year for a clinical evaluation and recommended for psychotherapy. Five were excluded because they and/or their parents did not consent to participation in the study (three males, aged 12, 13, and 16 years, with anxiety, behavioral disorders, and an impulsive personality disorder, respectively, and two females, aged 15 and 17 years, with an eating disorder and an impulsive personality disorder, respectively).

The final sample therefore consisted of 55 adolescents, 35 males (64%) and 20 females (36%), aged between 11 and 19 years. They were divided into three age groups: 11--13 years (16 cases, 29%), 14--16 years (23 cases, 42%), and 17--19 years (16 cases, 29%). With regard to education, 5.5% were attending primary school, 38.2% were at high school, 54.5% went to college, and 1.8% had left school. The family's formal education was low for 16.4% of the adolescents, medium for 63.6%, and high for 20%. Mode of presentation was at the adolescent's spontaneous request for a psychodiagnostic consultation in 38.2% of cases, and through referral in 61.2%. Observed frequencies and percentages distribution by gender, adolescents' and parents' age groups, psychiatric diagnosis, adolescents' insight, and parents' educational level are reported in the [Table 1](#t1-ahmt-1-045){ref-type="table"}.

We screened our adolescent patients with the Wechsler Intelligent Scale for Children Revised (WISC-R)[@b32-ahmt-1-045] and Wechsler Adult Intelligence Scale Revised (WAIS-R)[@b33-ahmt-1-045] to exclude those whose Intelligent Quotient (IQ) was \<70, but included patients with a borderline IQ (70 ≤ IQ ≤ 80) when it was the only diagnosis. Other exclusion criteria were age below 11 years, acute psychotic states or psychiatric conditions requiring hospitalization and/or pharmacologic treatment, and known organic diseases associated with mental disorders.

Diagnostic processes
--------------------

The neuropsychiatric consultation, the aim of which was to formulate a psychiatric diagnosis and to evaluate the patient's insight, was organized with separate diagnostic interviews with the adolescents and their parents conducted by a child and adolescent neuropsychiatrist and a trained psychodynamic therapist. The consultation was arranged according to the following protocol. For the consultation between the adolescent and the neuropsychiatrist), there was a first interview for acceptance, followed by two clinical interviews with any required tests, a final interview (to communicate the diagnosis and therapeutic recommendations), and a semistructured interview focusing on discussion of the recommended psychotherapy. In parallel, there was a consultation between the parents and a psychologist assisted by an observer, comprising a first interview for acceptance, two clinical interviews, collection of the adolescent's clinical history, a final interview (to communicate the diagnosis and therapeutic recommendations), giving an explanation of the findings, and obtaining the adolescent's and parents' signed informed consent.

The final meeting with the adolescent aimed to discuss the treatment recommendations. The purpose of this difference vis-à-vis the usual diagnostic protocol (when the diagnosis is communicated and treatment is recommended at the last meeting with the adolescent) was to provide information about psychotherapy (what it is, how it works, what it is useful for) and to prompt the adolescent to ask questions, voice any doubts, fantasies and/or anxieties about psychotherapy, and to talk about them with the specialist. The assumption was that giving them an opportunity to bring up these issues and receive information might help to improve their insight and motivate them to accept therapy. The diagnostic processes were implemented by six clinicians, three child and adolescent neuropsychiatrists, and three psychologists, who were matched differently at each consultation, and attended by three observers who were also combined differently at each consultation.

The psychiatric diagnosis was formulated using the ICD 10.[@b34-ahmt-1-045] The adolescent's insight was evaluated at baseline (after the first interview) and at the end of the diagnostic process (after the last interview). To measure the adolescent's insight at the start and end of the diagnostic process, we used the validated Italian version of the IS.[@b31-ahmt-1-045],[@b35-ahmt-1-045],[@b36-ahmt-1-045] This eight-item self-report scale is designed to be sensitive to changes in levels of insight, and captures each of three widely accepted dimensions of insight, ie, perceived need for treatment, awareness of illness, and relabeling of symptoms as pathologic. Higher scores indicate greater levels of insight. The psychometric properties of the IS are excellent and it is widely used in psychiatry research. As suggested in the guidebook,[@b37-ahmt-1-045] the analysis considered the items in groups A and B. The minimum score possible was 22 and the maximum was 37, and three groups of scores or ratings were identified, ie, ≤25, 26--31, and 32--37, corresponding to three different insight levels, that we named according to a sorting of adolescent characterization as motivated (high IS, 32--37), indifferent (medium IS, 26--31) and resistant (low IS, ≤26).

The clinician who interviewed the parents was assisted by a neutral observer (a psychodynamic-oriented trainer psychologist), who evaluated the parents' attitudes during the last sessions. The aim was to consider another variable, ie, parental capacity to collaborate in the adolescent's treatment, using the Working Alliance Inventory, Observer Short version (WAI-O-S) translated into the Italian language.[@b38-ahmt-1-045]--[@b40-ahmt-1-045] This scale consists of 12 items, 10 positively worded and two negatively worded, rated on a seven-point Likert-type scale. The items are divided into three subscales of four items each. The subscales, based on Bordin's working alliance theory,[@b41-ahmt-1-045] are "goal" (agreement about goals of therapy; eg, "The client and therapist have established a good understanding of the changes that would be good for the client"), "task" (agreement about the tasks of the therapy; eg, "There is agreement on what is important for the client to work on"), and "bond" (the bond between the client and therapist; eg, "There is mutual trust between the client and therapist"). The WAI-O-S has been previously shown to have good reliability (r = 0.81, L. Gelfand and R. DeRubeis, unpublished manuscript), and research has also shown strong support for the reliability of the WAI scales in general, as well as some support for their validity.[@b42-ahmt-1-045],[@b43-ahmt-1-045] Given our purpose, ie, to evaluate parental capacity to collaborate with the adolescent's treatment, we selected the WAI-O-S task subscale (items 1, 2, 8, and 12), to be filled in during diagnostic interview (the last one). Ranging from a minimum of 0 to a maximum of 28, the ratings were coded as "uncollaborative" parents (scoring 0--14) and "collaborative" parents (15--28). The observer was blinded to the IS ratings.

A clinical history form was completed for each adolescent to collect personal details and information on their family, psychosocial situation, and clinical aspects.

The treatment that the adolescents received was individual psychodynamic-oriented short psychotherapy organized in weekly or fortnightly sessions and conducted by trained psychologists (not the clinicians who performed the first evaluations). This form of treatment, where the psychotherapist is much more actively involved than in classical psychoanalytic psychotherapy, focuses directly on the patient's actual feelings and emotions, considering specific elements such as an adolescent's self-representations, object relations, and issues regarding the processes of separation and individualisation.[@b44-ahmt-1-045],[@b45-ahmt-1-045] There were six psychologists in total, each of whom took a given individual into their care, depending on their agendas at the time. Data were collected on the patient's therapeutic compliance and clinical outcome at a follow-up clinical interview six months after the last diagnostic session. These data were based on the changes in symptoms after six months of therapy identified by the specialist who had first diagnosed the case. Item 2 of the Italian version of the Clinical Global Impressions (CGI)[@b46-ahmt-1-045] scale, ie, the one relating to global improvement, was completed for each adolescent, and patients were considered as having become better when their score was 1--2, remained unchanged if the score was 3--5, and become worse when the score was 6--7. The clinician was blinded to the adolescent's IS ratings and to the neutral observer's considerations concerning parental collaboration (WAI-O-S task subscale).

Statistical analysis
--------------------

We considered the "insight" variable in relation to gender (male/female), age (11--13, 14--16, or 17--19 years), the family's formal education, assessed from matching each parent's schooling (low, middle, high), mode of presentation (voluntary, through referral), parental collaboration (collaborative or uncollaborative parents), diagnosis (ICD 10), therapeutic compliance (receiving therapy, dropped out, never started therapy), and six-month follow-up (clinically better, unchanged, worse). The data are expressed as frequencies and percentages. Variables are expressed using nominal and ordinal scales. Cross-tabulations were analyzed using the chi-square test, considering *P* \< 0.05 as significant. The analyses were performed using SPSS rel. 14.

Results and discussion
======================

The insight measure recorded at the first interview showed that only one-third of the sample (33%) agreed to the diagnostic process, suggesting that the adolescent's motivation should be a goal of any intervention rather than taken for granted. This situation is confirmed in the literature[@b20-ahmt-1-045],[@b47-ahmt-1-045] and consistent with the findings concerning mode of presentation, which showed that nearly two-thirds of the adolescents came because they had been referred by others (medical practitioners, hospital staff, social services, legal authorities), and even when a spontaneous presentation had come, it was not because they themselves had wanted to, but because the visit had been requested by their parents and not by the adolescents themselves.

We tried to change this initial situation by adjusting the diagnostic process, and the last interview in particular, in an attempt to create a relationship with the patients and help them to become aware of their disease and develop the desire to change. We consider insight as being closely connected with self-consciousness and motivation to receive treatment. Recognizing and admitting a state of unease is the first step towards dealing with it. Being worried about it means being in touch with the anxiety caused by this condition, and the desire to change depends on this awareness. Being able to observe and describe oneself means being in touch with one's own inner world and being able to tolerate one's anxiety.

We tried to determine whether the "initial insight" variable differed significantly by gender, age, or the parents' formal education. At the beginning of the diagnostic process there were some differences in the sample as regards gender ( $\chi_{2}^{2}$ = 7.26, *P* \< 0.05) and the parents' formal education ( $\chi_{4}^{2}$ = 11.20, *P* \< 0.05), but no differences in terms of adolescent age. The correlation analysis indicated that females have a better insight about their condition than males (rho = −0.28, *P* \< 0.05), while no significant correlation emerged between their insight and the parents' formal education. The same analyses were performed at the end of the diagnostic process and the results indicated that there was still no difference in insight by gender and age, while a significant difference was confirmed between cases from different sociocultural environments ( $\chi_{4}^{2}$ = 13.80, *P* \< 0.05). [Figures 1](#f1-ahmt-1-045){ref-type="fig"} and [2](#f2-ahmt-1-045){ref-type="fig"} show the different insight levels at the start and end of the diagnostic procedure by age and gender, respectively.

This result suggests that environmental aspects (such as the parents' formal education) might influence adolescent thinking capacity more than constitutional factors (eg, gender or age). It also suggests that it might be more appropriate to provide supportive rather than expressive care for people coming from more disadvantaged sociocultural backgrounds. These differences are interesting mainly from a descriptive point of view, however, and they did not affect the subsequent results found in the sample as a whole.

We focused on any significant differences in the levels of insight at the start and end of the diagnostic assessment process. Our results showed a significant difference between the measures obtained at baseline and after completing the diagnostic workup, pointing to an improved insight in the sample as a whole (Z = −3.30, *P* \< 0.05).

With regard to the three categories identified on the basis of the adolescents' insight at the end of the diagnostic process (post-diagnosis IS), 65.5% of the adolescents were motivated, 20% were indifferent, and 14.5% remained resistant. The adolescents in the first group could be described as individuals who recognized their disease, were worried about it, and wanted to change, whereas those in the second group admitted to and could describe their disease, but did not seem worried and tended to minimize their psychological condition, and those in the third group generally came to us only because their parents obliged them to do so, and therefore did not acknowledge their disease and said it was somebody else's fault that they were meeting with a clinician. In terms of psychic functioning modality, the difference between the indifferent and the resistant categories lies in the passive and active dimensions, respectively, characterizing their resistance to meeting a clinician.

It is worth noting that there was a more pronounced change with respect to the motivated category in the resistant group than in the indifferent group. The group that was resistant at baseline was halved in size during the diagnostic process, showing that these adolescents had a greater capacity for mobilization. Psychodynamic assessment of the adolescents and their families showed a high frequency of difficult relationships and conflictual relationships with parents among the resistant cases; the item for "presence of conflict between parents and offspring" in the family history form was ticked in 73% of cases compared with 12% of the indifferent adolescents and 16% of the motivated adolescents. This aspect could be important in influencing the adolescents' feelings about the specialist and the psychological space, suggesting that their difficult relationships with their parents were expressed by their rejection of a psychiatric consultation to which they have been brought by their parents rather than coming of their own volition. In such cases, focusing on these problematic relationships and on the separation/individualization processes might favor the adolescents' use of a psychodiagnostic space as their own, rather than as a forum in which to attack their parents. Although the resistant adolescents were evidently more oppositional, they proved more "malleable" than the indifferent adolescents, whose defenses were more inflexible, and their emotional distance made it difficult to establish an empathic relationship with them.

A six-month follow-up enabled us to ascertain the therapeutic compliance and clinical outcome. Eighty-four percent of the adolescents were compliant, 9% had dropped out, and 7% had never started psychotherapy. On the basis of the CGI ratings, 62% of the adolescents had improved, 34% remained unchanged, and 4% had become worse.

We assumed that the adolescents' insight would have a significant effect on their compliance and the positive evolution of their conditions. Our results seem to confirm this hypothesis and also point to a marginal, but nonetheless important, effect of parental support on the outcome of treatment.

We first analyzed how and to what extent levels of compliance correlated with the different levels of outcome. A chi-square test was used to verify the relationship between compliance and quality of outcome. The results confirmed a strong link between these two variables, and emphasized that different levels of compliance coincided with different outcomes ( $\chi_{4}^{2}$ = 17.32, *P* \< 0.05). Analysis of the correlation indicates that higher levels of compliance are more likely to coincide with a positive outcome (rho = 0.37, *P* \< 0.05). This suggests, therefore, that psychotherapy was effective when the adolescent routinely attended the sessions.

As mentioned above, we studied the effect of both parental collaboration and adolescents' insight on therapeutic compliance and the outcome of treatment. Parental collaboration correlated with outcome ( $\chi_{2}^{2}$ = 9.22, *P* \< 0.05), but did not correlate with compliance. In other words, we found that parental support had only a marginal role in the adolescents' outcomes, their insight being what really influenced their compliance. This means that cooperation with parents is not the crucial element to explain the positive outcome, although it is an additional element that can improve the treatment.

A totally different part is played by patient insight at the end of the diagnostic phase (ie, at the start of treatment). A chi-square test was used to verify the effect of different levels of insight on the outcome of treatment, and the results indicate a crucial influence of insight on both compliance ( $\chi_{4}^{2}$ = 16.96, *P* \< 0.05) and outcome ( $\chi_{4}^{2}$= 25.24, *P* \< 0.05). The analysis of correlation indicates that higher levels of insight coincide with an improvement in compliance (rho = 0.39, *P* \< 0.05) and outcome (rho = 0.56, *P* \< 0.05).

These results, together with the fact that no relationship was found between patient insight and parental collaboration, and that the relationship between insight and outcome was not affected by parental attitude, confirm that the core issue for the purposes of achieving a positive outcome in adolescents is their own motivation. Their insight can be increased during the diagnostic phase and this seems to be very useful in increasing the chances of a positive outcome.

We can therefore claim that an adolescent's insight is linked not only to their therapeutic compliance but also to the efficacy of treatment. The elements defining the patient's insight are important ingredients for building an alliance, which is an important factor for the efficacy of therapeutic process. [@b1-ahmt-1-045]--[@b9-ahmt-1-045],[@b48-ahmt-1-045],[@b49-ahmt-1-045]

Conclusion
==========

From this pilot study it appears that, when working with adolescents, the most important factor leading to a positive outcome of psychotherapy is the patient's insight concerning treatment. Insight seems to have a crucial influence on the patient's therapeutic compliance and clinical outcome. We therefore believe that for an adolescent to have a collaborative family is not enough to ensure the efficacy of the therapy, and that genuine motivation is essential to overcome the patient's suffering and embark on a psychotherapeutic process.

We observed a greater degree of insight in adolescents whose parents had a better formal education, and it may be that the influence of education is associated with the theory orientation and therapeutic model adopted ie, the psychodynamic ones.

The other result worth noting is that female adolescents were more motivated then males at the first interview, although the males showed a significant improvement after specific "motivational training". The better insight on the part of females might reflect gender being a constitutional-temperamental factor. Operatively, the application of these results might be a major investment for insight training with male adolescent patients.
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###### 

Observed frequencies distribution by gender, adolescents' and parents' age groups, psychiatric diagnosis, adolescents' insight, and parents' educational level

                                                                                                            n      \%
  --------------------------------------------------------------- ----------------------------------------- ------ ------
  Gender                                                          Male                                      35     63.6
  Female                                                          20                                        36.4   
  Total                                                           55                                        100    
  Age group                                                       11--13 years                              16     29.1
  14--16 years                                                    23                                        41.8   
  17--19 years                                                    16                                        29.1   
  Total                                                           55                                        100    
  Insight (first diagnostic interview)                                                                             32.7
  Motivated                                                       18                                        41.8   
  Indifferent                                                     23                                        25.5   
  Resistant                                                       14                                               
  Total                                                           55                                        100    
  Diagnosis (ICD 10)                                              Not mental disorder according to ICD-10   1      1.8
  Neurotic, stress and somatoform disorder                        18                                        32.7   
  Affective disorder                                              4                                         7.3    
  Psychotic disorder                                              3                                         5.5    
  Personality disorder                                            13                                        23.6   
  Behavioral and emotional disorder                               8                                         14.5   
  Eating disorder                                                 3                                         5.5    
  Borderline IQ 70 ≤ IQ ≤ 80                                      2                                         3.6    
  Comorbidity (personality disorder + anxiety or mood disorder)   3                                         5.5    
  Total                                                           55                                        100    
  Insight (last diagnostic interview)                             Motivated                                 36     65.5
  Indifferent                                                     11                                        20     
  Resistant                                                       8                                         14.5   
  Total                                                           100                                       100    
  Mother (age group)                                              ≤45 years                                 10     18.2
  46--50 years                                                    20                                        36.4   
  51--55 years                                                    13                                        23.6   
  \>55 years                                                      12                                        21.8   
  Total                                                           100                                       100    
  Father (age group)                                              ≤45 years                                 5      9.1
  46--50 years                                                    16                                        29.1   
  51--55 years                                                    18                                        32.7   
  \>55 years                                                      16                                        29.1   
  Total                                                           100                                       100    
  Educational level                                               low                                       9      16.4
  medium                                                          35                                        63.6   
  high                                                            11                                        20     
  Total                                                           55                                        100    
